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Psychological capacity limitations according to Mini-ICF-APP are differently related with 
sick leave in patients from different professional fields 
Abstract 
Objective: Up to 29% of the working population suffer from (chronic) mental disorders and work 
disability. As different professions pose different psychological capacity demands, one core 
aspect for describing work disability is psychological capacity limitations. The distribution of 
capacity limitations in patients with chronic mental disorders (CMD) from different professional 
fields is unknown, as well as their relation with sick leave.  
Objective: Are there different work ability limitations in CMD patients working in different 
professions? 
Methods: 263 CMD patients from different professions were investigated cross-sectionally in a 
thorough medical and psychological assessment by a trained psychosomatic study physician. 
Besides CMD diagnostic (MINI) and subjective work ability limitations (IMET), an observer 
rating on capacity limitations was conducted with Mini-ICF-APP.  
Results: No relevant differences in perceived work ability limitations were found between the 
professions. Differences of capacity limitations were better explained by psychopathology than 
by profession. But capacity limitations were differently related with sick leave in different 
professions and there are differences in sick leave duration.  
Conclusions: The variance of capacity limitations was explained by psychopathology. The 
variance of sick leave duration was explained by profession. Similar capacity limitations are 
associated differently with sick leave in different professions. Different professional fields may 
have different tolerances towards the same capacity limitations. Therefore, similar capacity 





 Mental disorders occur in about one-third of the general population [1]. Accordingly, 14-
29% of the working population [2,3] suffer from mental disorder (e.g. anxiety, depression) and 
related psychosocial capacity limitations. These are often associated with work disability and 
sick leave. Mental disorders have been found in all professions, with specific risks in social 
service professions [3,4]. However, mental health symptoms themselves are not explanative for 
work (dis)ability [5,6]. Thus, another level of diagnostic must be considered in work ability 
diagnostics, namely the level of capacities [7]. 
The theoretical background for understanding the concept of work (dis)ability is the 
interaction of persons´ capacities and work demands. This has been expressed in the person-job-
fit model [8,9] and the current international biopsychosocial health model (International 
Classification of Functioning, Disability and Health ICF [10]). From both models, one may 
derive a relational definition of work (dis)ability: work (dis)ability is the result of capacity 
limitations that conflict with respective work demands. 
 (Psychological) capacity limitations are limitations in terms of carrying out certain 
(psychologically) relevant activities [10-13]. In the context of CMD, capacity limitations are 
illness-related. For example, a patient with a social phobia suffers from the symptom of panic-
like anxiety when others regard him. The patient subsequently avoids contacts with others, 
reflecting a limitation in the capacity of contacts to others. Capacity limitations are illness-
related but not illness-specific: a patient with another CMD, e.g. an obsessive compulsive 
disorder, can also be impaired in the capacity contacts with others, being cognitively bound with 




Psychological capacity limitations have been investigated in the clinical context and 
evaluated internationally. An established observer rating for describing capacity limitations is the 
Mini-ICF-APP [14-18]. Thirteen capacity dimensions have been conceptualized and evaluated 
(see methods section [14,17]). Since mental disorders are chronic by their nature, i.e. affecting 
the person life-long (e.g. generalized anxiety disorder, personality disorder) or in recurrent 
episodes (e.g. depression), capacity limitations affect social and work participation over one’s 
life time [18]. The life domain in which capacity limitations most often lead to problems is the 
workplace [20]. This is due to the fact that workplaces – more than other life domains – pose 
defined capacity demands and if these cannot be fulfilled, problems occur. For example, an 
agoraphobic person who is afraid of being in foreign places (=mental health problem) cannot 
drive long distances in a car (=capacity disorder in mobility) and thus is unable to fulfill a job as 
a field worker (=work disability) because the job requires being mobile in town and on the road.  
Different capacities are needed to a different degree in different professional fields. For 
instance, a physical/craftsman job implies demands for physical capacities, whereas service jobs 
imply demands for contacts with others, i.e. working with clients. A manager/leading position 
implies demands for proactivity, endurance, the capacity to judge and decide. Jobs in education 
imply demands for team work and assertiveness (e.g. teachers working with groups and classes). 
 
Relevance of capacity limitations for work ability and occupational health 
 Empirically, self-assessed work ability is an important predictor for future real work 
ability or sick leave, whereby perceived work ability limitations are often associated with sick 




work ability perception and the work demands, clinicians must integrate the observable capacity 
limitations in their judgment on work ability [11,12,23].  
At present, it is unknown which psychological capacity limitations become relevant to 
which degree in different professional settings.  
Knowing and describing the type and degree of capacity limitations is not only relevant 
for sick leave certification and treatment [11,12,23], but also in occupational health services – 
e.g. when workplace adjustment is questioned – or in work health prevention for employees with 
mental disorders. Knowing about the type of capacity disorder in a person can help to initiate 
specific interventions for him/her and keep the person at work. Thereby, it is important to know 
about the capacity level and capacity disorder – i.e. what a person can(not) do at work – even 
more than the diagnosis/symptoms of the mental disorder itself [5,6]. Knowing about the 
distribution and degrees of capacity limitations in different professions can be useful for general 
demand planning, e.g. for interventions in occupational health prevention, occupational 
reintegration and work adjustment. We conducted an explorative study among persons of 
employed age and from various professional fields who suffered from diverse chronic mental 
disorders (CMD). 
The evidence on the distribution of type and degree of capacity limitations in CMD 
patients from different professional fields is currently scarce. Accordingly, this study helps to fill 







 This study explores capacity limitations according to Mini-ICF-APP [14,17] in CMD 
patients from different professions. The question is whether and which psychological capacity 
limitations hold specific relevance in different professional fields. Accordingly, the research 
questions are:  
1. Do CMD patients from different professional groups differ in their subjective work 
ability limitations and their sick leave duration in the past twelve months?  
2. Do CMD patients from different professional groups have different degrees of 
limitations in specific capacities according to Mini-ICF-APP?  





 In order to investigate a prototypically-representative sample of patients with CMDs, 
patients from general practitioner offices were recruited. In 40 general practice offices, a random 
sample of patients in the waiting room were contacted by study psychologists and asked to fill in 
a screening questionnaire on their socio-demographic and medical status, whether they suffered 
from mental disorders as well as their present mental health overall status (WHO-5 [24]; IMET 
[25]). The screening included questions concerning the chronicity of the mental health problem 
(whether the person was suffering from the symptoms for at least 6 months or longer), as well as 
standardized self-rating questionnaires (see [26] for the full description of this assessment). 
Persons who were aged 18 to 60 and suffered from chronic mental disorders with participation 




90-120 minutes each. They were all conducted by the same psychosomatic study physician 
trained in rehabilitation medicine and diagnostic of capacity limitations. Besides a structured 
diagnostic of the mental health problem (MINI [27]), the study physician gave an observer rating 
on capacity limitations with the Mini-ICF-APP [14,17]. Additionally, participants were asked to 
reveal their cumulated sick leave duration in the past twelve months. The study physician´s 
observer rating on the Mini-ICF-APP was based on information gathered from the participants in 
the interview and from the medical assessment. This is how social-medicine decisions and 
descriptions need to be conducted in practice. Therefore, this diagnostic is both objective and of 
high ecological validity and standard [11,12].  
 
Instruments 
 Capacity limitations assessed with Mini-ICF-APP. The Mini-ICF-APP [14,17] is an 
observer rating instrument that is internationally evaluated [15,16,19], internationally recognized 
[13] and established in social medicine [11,12] to measure capacity limitations in the context of 
mental disorders. It offers a selection of capacity dimensions derived from the ICF [13]. The 
Mini-ICF-APP capacity limitations rating is observer rated and the usual time frame is the last 
two weeks. Thirteen domains of capacity are assessed: (1) adherence to regulations, (2) planning 
and structuring tasks, (3) flexibility, (4) applying expertise, (5) capacity to judge and decide, (6) 
endurance, (7) assertiveness, (8) contacts with others, (9) teamwork and group interaction 
capacity (10) dyadic relationships, (11) proactivity, (12) self-care, and (13) mobility. Each 
dimension is rated on a five-point Likert scale: 0 = no limitations, 1 = mild limitations without 
problems in the environmental context, 2 = moderate limitations causing problems in the 




total limitations and exemption from all specific role duties in the context of reference. Anchor 
definitions for each item are provided in the rating manual [14]. The rating uses all available 
information including the participant’s self-report, case record and observation from the 
interview situation. Inter-rater reliability varies from r =.70 (untrained raters) to r = .90 (trained 
raters, [14]). The Mini-ICF-APP has been validated with the Groningen Social Disability 
Interview [28]. The Mini-ICF-APP rating in this present study was conducted with reference to 
the present life context of the participant. This general life context includes general capacity 
demands for living on one´s own and applying for or working in a job on the general labor 
market. The “general life and general labor market context” thus gives a comparable standard 
environment for all participants. The study physician wrote medical case reports for each 
participant, which were regularly supervised by a senior socio-medical specialist. 
 Profession, mental disorders, subjective work ability limitations. Participants were 
asked to give information on their cumulated sick leave duration in the past twelve months in 
weeks, as well as their current profession. A priori constructed categories for occupational 
groups were chosen to represent divergent capacity demands, e.g. physical work/craftsmen 
implies demands for physical capacities, services implies demands for contacts with others 
(working with clients), manager/leading position implies demands for proactivity, endurance, 
capacity to judge and decide, as well as education implies demands for team work and 
assertiveness (e.g. working with groups and classes). They were also explored in terms of mental 
disorders according to DSM criteria by means of the established Mini International 
Neuropsychiatric (MINI) interview [27], which covers a broad range of CMDs (anxiety, 
depression, adjustment, addiction, personality disorder). Moreover, the evaluated work-anxiety 




syndrome that is narrowly related with sick leave due to the work-directed avoidance behavior.  
Global subjective work ability limitations were assessed with the Index for Measuring 
Restrictions in Participation (IMET) [25,20], a short ICF-based self-rating asking for self-
perceived illness-related participation limitations in different daily activities. The IMET includes 
an item for a global rating of limitations in “work and profession”, which was used as a measure 
for subjective work ability limitations in the present study. The limitation degree is rated by the 
participant on a scale from 0 = no limitations to 10 = complete limitation.  
 
Statistical analysis 
 Data were analyzed with SPSS. Descriptive statistics as well as group comparisons by 
analysis of variance (MANCOVA, with Bonferroni correction) were calculated. Due to the 
unequal distribution of two diagnosis (generalized anxiety and depression, see participants 
section) across the professional groups, they were considered as covariates in the analysis of 





 Overall, 559 out of 1,451 persons (aged 18-60) in the waiting rooms fulfilled the criteria 
of chronic mental disorder and participation problems in the screening questionnaire. 307 of 
them agreed to participate in the medical assessment. Patients who did not want to participate 
named different reasons: most often they were not interested (50%) or said that they generally 




cited other reasons. 263 of the 307 participants could be included in the final analysis with full 
data. 65.5% currently had a workplace, and 27.7% were presently on sick leave. 19.7% had 
applied for an inpatient rehabilitation intervention, and 8.6% had applied for a disability pension 
on time. 71.1 % of participants were females. Mental disorders were distributed similarly among 
the different professions, except generalized anxiety, which occurred more often in office 
workers, as well as depression, which was present most often in craftsmen (Table 1). Participants 
fulfilled on average 2.32 (SD = 1.79) diagnostic categories of a mental disorder according to 
MINI [27].  
 Two diagnosis were unequally distributed in the different professional groups: there was 
a higher proportion of generalized anxiety in office professions, and a higher proportion of 
depression in craftsmen. Specific capacity limitations in these groups occurred as follows: 
persons with generalized anxiety (n = 26) have higher limitations in flexibility (M = 1.42, SD = 
1.02 vs. M = 0.93, SD = 0.97, p = .02), decision-making and judgment (M = 1.54, SD = 1.10 vs. 
M = 0.97, SD = 0.89, p = <.01), endurance (M = 1.42, SD = 1.21 vs. M = 0.95, SD = 0.99, p = 
.02) and proactivity (M = 1.54, SD = 0.90 vs. M = 1.16, SD = 0.86, p = .03) compared with 
persons without generalized anxiety (n = 237). Persons with depression (n = 143) were 
significantly more strongly impaired than persons without depression (n = 164) in all capacity 
dimensions.  
 
[please insert table 1 about here] 
 
 




 Besides craftsmen, persons from health services and education professions reported the 
longest sick leave durations in the past twelve months (Table 2), while persons in management or 
leading position had the shortest sick leave duration. The office workers had significantly shorter 
sick leave durations compared with craftsmen or health services. 
 The different professions give similar ratings concerning their perceived overall work 
ability limitations (IMET, Table 2). The only exception was that physical workers reported 
significantly higher work ability limitations than persons from high-qualified and management 
professions.  
 The correlation between sick leave duration in the past twelve months and perceived 
overall work ability limitations (IMET) was moderate (r = .33**, Table 4). However, the 
narrowness of the correlation varied in the different professions: among persons from education, 
physical work or services, a longer duration of sick leave was associated with higher subjective 
work ability limitations, whereas in management or health services or office work, sick leave 
duration and subjective work ability limitations were not significantly correlated.  
 
[please insert table 2 about here] 
 
 
2. Capacity limitations in different professions 
 Persons involved in office work had the highest limitations degrees in five out of thirteen 
capacity dimensions: flexibility, capacity to judge and decide, endurance, contacts and 
proactivity (Table 3). However, a certain amount of variance in different professional groups´ 




professional group: by considering generalized anxiety and depression as covariates, no 
significant differences of capacity limitations remain between the professional groups.  
 
[please insert table 3 about here] 
 
3. Capacity limitations and sick leave durations 
 The relationship pattern between capacity limitations and sick leave duration was 
different in the different professions (Table 4): among physical workers, capacity limitations in 
self-care and endurance were narrowly associated with longer sick leave. In health professions, 
capacity limitations in endurance, applying expertise and flexibility were associated with longer 
sick leave. Among education professions, capacity limitations to judge and decide were 
associated with longer sick leave. Among service professions, capacity limitations in contacts to 
others and group interaction were relevant, while among managers capacity limitations in dyadic 
interaction were associated with longer sick leave. 
 
[please insert table 4 about here] 
 
Discussion 
In this study, sick leave and subjective work ability limitations were not high but 
moderately correlated. Research shows that past history of sick leave, poor general health 
perception and a lower education level are predictive of sickness absence. However, no or 
inconsistent predictive effects were reported for activity limitations at work as well as 




positively related with return to work [30,31], although there were also findings with no effect 
[32]. The sample investigated here comprises patients from a general care setting. Accordingly, 
sick leave durations in the past twelve months may also be due to somatic illnesses in some 
cases, which we cannot control for given that we did not have data on the reasons for each 
instance of sick leave.  
On the one hand, there were no relevant differences between the professions in subjective 
work ability limitations. Patients from different professional fields have similar degrees of 
capacity limitations. On the other hand, there are differences between the professions in terms of 
sick leave duration and differences concerning capacity limitations´ relation patterns with sick 
leave. This is due to the different nature of the concepts: the different levels of 
operationalization, i.e. subjective work ability limitations (IMET), sick leave duration and 
observed capacity limitations (Mini-ICF-APP) target different aspects of disability. This 
becomes obvious in the different results from these measures, whereby degrees of capacity 
limitations (Mini-ICF-APP) were similar in all professions, although there were differences in 
(relatedness with) sick leave duration and subjective work ability limitations (IMET).  
- The cumulated sick leave duration may be an indicator for the overall chronic illness-
related physical and psychological limitations.  
- Unlike sick leave duration, the subjective work ability limitation (IMET) represents a 
snapshot of the patient´s present work ability perception, which can be partly independent 
from more complex health problems, and partly independent from the cumulated sick 
leave duration. 
- Capacity limitations (Mini-ICF-APP) have been rated by a trained clinical expert, 




study, capacity limitations have been assessed with reference to the general life context. 
Capacity limitations are distributed with similar degrees in the professions, although they 
are differently related with sick leave. This leads to the assumption that different 
capacities may be important in different work domains: for example, in health care 
flexibility and endurance limitations may be a more serious problem for work ability, 
whereas in service professions interactional capacities may be more important, and 
interactional limitations may thus be more easily associated with sick leave. 
  
 The descriptive finding that persons in health and education professions had relatively 
long sick leave durations (11-12 weeks) is similar to population data in which employees in 
welfare services, education and social services had an elevated risk of mental disorder sick leave 
[33].  
 The finding that persons with office work had absolutely highest capacity limitations in 
five Mini-ICF-APP capacity dimensions but they were not longer on sick leave than other 
professions leads to the hypothesis that the office work environment may tolerate limitations 
more than other jobs that have absolutely higher sick leave durations, e.g. health care or 
education. In health care and education, the professionals are strongly exposed to thirds (i.e. 
patients, clients, students) every working day, whereby the instability of capacities may be less 
tolerated and work ability may be more strongly impaired when employees have deficits in 
capacities.  
Another important point is that there are comparably more persons with generalized 
anxiety among office professions (19.4 % compared with 3.4-9.3 % in the other professions). 




uncertainty [34]. For these persons, being on sick leave means uncertainty about what happens at 
work. This cannot be tolerated by many persons with worrying, and thus they are rarely on sick 
leave. It might be the case that some persons with generalized anxiety (worrying) go to work 
even if they are impaired.  
 Persons from physical work and craftsmen professions have a higher proportion of 
depression, longest sick leave durations but similar capacity limitation levels compared with 
other occupations. This fits what is known from epidemiology, i.e. that elementary professions 
are related with a stronger symptom load than other professions [35]. One possible explanation 
for the longer sick leave duration in physical work is that sick leave must not only be due to 
psychological capacity limitations (which was on average in this investigation, i.e. comparable 
with the other professions) but may occur due to a wide range of physical health problems that 
we could not assess in this investigation. By nature, physical work professions may be associated 
with limitations of physical capacities, more than the other professions. These physical 
limitations also affect sick leave duration. Physical workers had a higher rate of alcohol 
addiction, which fits to known empirical evidence [36], and may also impact on work absence. 
 In this sample, there were no managers with personality disorders. In contrast, empirical 
literature shows that certain “dark side personality traits” may occur in leading persons [37]. It 
may be that interactional capacities which come along with certain personality traits (such as 
strong assertiveness in cluster B personalities) may contribute to achiving leading positions.  
The low mean score of the Mini-ICF-APP is only on the first view contraintuitive, when 
keeping in mind that the reference frame for the judgment of capacity limitations was rather soft, 
i.e. the general life and general labor market, which means moderate and not highest capacity 




it may be that a limitation in one capacity dimension is important enough to cause sick leave 
(such as mobility limitation in a field service employee), even if all other capacities are not 
impaired. 
  
Limitations and strengths 
 Limitations of this analysis include the fact that physical health problems and physical 
capacity limitations have not been addressed. The analysis is part of a wider project and the 
course and degree of both mental and physical illness load is published in another paper 
(reference blinded for review). However, this present analysis focuses on mental health-related 
capacity limitations and thus includes the relevant variables.  
 Furthermore, participants cannot be clearly classified as suffering from one specific 
mental health problem (e.g. generalized anxiety) only. This is due to the nature of mental health 
assessment, i.e. that mental health problems are described in comorbidities at the syndrome level. 
However, this is a general problem in classificatory research diagnostics [38] and not a specific 
problem with this study.  
 Participants were typical patients with chronic mental disorders, and thus generalizability 
is given, but limited to this group of patients. 
 It may be the case that the professional groups are not completely homogenous in 
themselves, due to the multivariate determinedness of the capacity demand profiles of realistic 
workplaces. Also, capacities may be of relevance in different professions, but in a different way. 
For example, “teamwork capacity” may be relevant in all professions (e.g. also in office work, 
due to necessity of work task transfer to colleagues), but may differ in quality and amount. For 




of a class or group all the day, whereas in health care there may be stronger need for cooperation 
and precise information transfer between colleagues, which is another facet of teamwork. 
 There may be errors in retrospectively reproducing the exact number of weeks of sick 
leave, e.g. five or six weeks. However, the variance in sick leave duration is high, and it holds 
relevance whether a person has been on sick leave for about 20 weeks or about 6 weeks. 
Furthermore, patients are also asked for their sick leave duration by other institutions, and sick 
leave durations are documented by certificates. Accordingly, the question is not unusual for the 
patients and validity can be expected. 
 One strength of this study is that participants were investigated in face-to-face contact in 
a thorough work-directed medical assessment including observer rating by a study physician 
with year-long training in the social-medicine assessment of capacity limitations. He was also 
supervised by a senior socio-medical specialist on a weekly basis. The capacity limitations 
ratings can thus be expected to be of high ecological validity for this group of persons at risk of 
work disabilities.  
Sick leave duration was differently distributed in the professional groups. This finding 
might also be influenced by other factors like compensation for sick leave or incentives for 
remaining in work. Also personality, individual coping strategies, identification with the job and 
personal ambitions might trigger remaining at work. These factors might be unrelated to 
objective demands of a specific job. Due to the naturalistic setting, these factors cannot be 
controlled. Due to the heterogeneous mixture of potential confounders, it is therefore difficult to 
draw final conclusions. But, even if these factors may all play a role, it is nevertheless interesting 
that there are observable differences between the groups in sick leave but not in the capacity 




demands) are relevant for sick leave.  
However, this study with its high ecological validity sheds new light on possible causes 
for different rates of sick leave in different professions. It may help to better understand why 
rates of sick leave related to mental health problems rise although the rate of mental disorders in 
the population remains unchanged [39]. 
 
Conclusion and practical aspects 
 Observer-rated capacity limitations (Mini-ICF-APP) offer a different level of diagnostic 
compared with global work ability limitations self-rating (here: IMET) or global sick leave 
measures. There were no significant differences in capacity limitations degrees between 
professional groups, whereby the variance was partly explained by psychopathology rather than 
the professional group. However, the different capacity limitations had different correlation 
patterns with sick leave. Thus, in social-medicine practice (e.g. decisions on work ability), 
psychopathology (diagnosis) and capacity limitations must both be considered concerning their 
contribution to work ability [10].  
Even if the capacity limitations of the patients with CMDs investigated here seem to be 
mild in their degree, this does not mean that they do not hold relevance [e.g. 40]. Whether a 
capacity limitation (e.g. moderate limitation in contacts with others) becomes a problem or not 
depends on whether the capacity is strongly demanded (e.g. in service) or not (e.g. in office). 
This idea is close to the relational idea of the ICF [41], namely that someone is not impaired, but 
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Table 1. Illness-related characteristics of persons with chronic mental disorders from different 
profession groups (percentages for frequencies; means (standard deviation) for age). 
Contingency coefficient for nominal scaled variables (Gender, disorders), or ANOVA (age) have 





































Gender male  62.2% 11.6% 6.9% 13.9% 36.4% 52.6% 28.9% <.01 
 























        
Depression 
 
64.9% 48.8% 27.6% 43.1% 40.9% 42.1% 44.9% .07 
Agoraphobia 
 
27.0% 30.2% 13.8% 26.4% 27.3% 13.2% 23.9% .34 
Social 
Phobia 
5.4% 18.6% 0.0% 6.9% 9.1% 7.9% 8.4% .10 
Generalised 
Anxiety 
5.4% 9.3% 3.4% 19.4% 4.5% 7.9% 9.9% .05 
Alcohol 
addiction 
13.5% 4.7% 3.4% 4.2% 6.8% 5.3% 6.1% .21 
Adjustment 
Disorder 
16.2% 20.9% 6.9% 11.1% 15.9% 10.5% 13.7% .53 
Personality 
Disorder 
8.1% 6.9% 6.9% 6.9% 6.8% 0.0% 6.1% .71 
Workplace 
Phobia 
8.1% 17.5% 13.8% 13.6% 5.1% 2.7% 10.5% .23 
Note: An analysis of variance (ANOVA [42]) has been conducted for the variable age. Overall 
test signals that there are any age differencs between the professional groups. Pairwise 
comparisons compare the professional groups directly. 
Due to the methodological artifact of possible comorbidities in standardized interviews like the 




accompanying disorders with shorter duration (<6 months, e.g. adjustment disorder) in case the 
main disorder is of longer duration and therefore fulfills the chronicity criterion (e.g. recurrent 




Table 2. Sick leave and subjective work ability limitations (IMET) of persons with mental 
disorders from different professions. Means (standard deviation). 
 1 
Physica





































Multivariate effects: Pillai´s Trace Generalized Anxiety (GAD) .08 
Multivariate effects: Pillai´s Trace Depression <.01 
Multivariate effects: Pillai´s Trace Professional Groups <.01 

























Corrected Model <.001 
Effects in pairwise group 
comparisons: 
1vs4 p<.01  



























Corrected Model <.001 
Effects in pairwise group 
comparisons: 
1vs6 p=.04 
Notes: Calculation procedures: A multivariate analysis of (co)variance (MANCOVA [42]) has 
been conducted. Multivariate test´s (Pillai´s Trace) signal which variables (GAD, depression, 
professional group) explain the overall variance of IMET and sick leave duration. Separate 
univariate analysis (Between-Subject Effects) refer to one single variable (e.g. sick leave 
duration) and signal which variables explain it´s variance. Corrected model signals whether the 
overall analysis is significant; significance levels of the covariates profession, GAD, depression 
are shown. Additional pairwise comparisons compare the professional groups directly. Thereby, 
bonferroni correction has been used to control for Type 1 error.  
Reading help for the values displayed in the table: According to Pillai´s Trace, overall 
differences in IMET and sick leave duration are explained significantly by professional group 




statistic shows that the overall variation of sick leave duration is rather explained by profession 
(p<.001) but not by depression (p=.18) or GAD (p=.38). Additional significant effects in 
pairwise group comparisons are also shown in the right column. Sick leave duration in physical 
workers is significantly longer than in office workers, service workers, managers (1vs4, 1vs5, 







Table 3. Capacity limitations (Mini-ICF-APP) of persons with mental disorders from different 








































Multivariate test: Pillai´s Trace Generalized Anxiety (GAD) .08 
Multivariate test: Pillai´s Trace Depression <.001 
Multivariate tests: Pillai´s Trace Professional Groups  .06 










































































































Profession.22  GAD 
<.01 
Depression <.001 






















































































































































































































Corrected Model .03 





















































Corrected Model <.001 
Notes: Calculation procedures: A multivariate analysis of (co)variance (MANCOVA [42]) has 
been conducted. Multivariate test´s (Pillai´s Trace) signal which variables (GAD, depression, 
professional group) explain the overall variance of the here investigated capacity limitations. 
Separate univariate analysis (Between-Subject Effects) refer to specific capacity limitations (e.g. 
adherence to regulations) and signal which variables explain it´s variance. Corrected model 
signals whether the overall analysis is significant; significance levels of the covariates 
profession, GAD, depression are shown. Additional pairwise comparisons compare the 
professional groups directly. Thereby, bonferroni correction has been used to control for Type 1 
error.  
Reading help for the values displayed in the table: According to Pillai´s Trace, overall variance 
of capacity limitations is explained significantly by professional group (p=.06), and the diagnosis 
GAD (p=.08) and depression (p<.001). Additional univariate test statistics show that variance in 
limitations of adherence to regulations are rather explained by depression (p<.01) but not by 
profession (p=.59).  
There were no additional significant effects in pairwise group comparisons for any of the 








































.14 -.02 -.07 .14 -.06 -.05 .07 
Planning and 
structuring tasks 
.18 .04 -.04 -.01 -.09 .04 .07 
 
Flexibility .39 .35* .42 .09 .28 -.05 .22** 
Capacity to 
judge and decide 
.45** .29 
 
.54** .12 .07 .18 .24** 
 
Endurance .45** .50** .40* .21 .19 .12 .30** 
Contacts with 
others 
.38* -.02 -.16 .06 .39* -.22 .14* 
Teamwork 
capacity 
.38* -.10 <.01 -.02 .41** -.20 .13* 
Assertiveness .22 -.08 .26 -.10 .13 .17 .08 
Mobility .21 .10 .06 .04 .13 -.01 .06 
Applying 
expertise 
.25 .40** .39 <.01 .25 -.24 .24** 




.34 -.10 <.01 <.01 .24 .48** .13* 
Self care .38* .29 - - -.05 - .17* 
Mini-ICF-APP 
capacity 
limitations mean  






.69** .21 .50** .06 .43** .13 .33** 
Notes: Partial correlations have been calculated: Capacity limitations are correlated with sick 
leave duration in the past 12 months, with generalized anxiety and depression as control 
variables. Correlations´ level of significance is *p<.05, or **p<.01.  
 
 
 
 
 
 
https://doi.org/10.24355/dbbs.084-201907241406-0
